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Introduction to Evidence Areas
The following Evidence Areas have been compiled by dietitians across Health and Hospital Services (HHS) from within Queensland Health in
2015 and updated in 2017. Details of each chapter update can be found in appendix one (1). These pages represent a combination of up to
date evidence and expert clinician opinion in order to inform priorities for dietitians working in clinical settings. The toolkit was endorsed by
members of the FEEDS Implementation Steering Group (see appendix two (2)) in March 2017.
It is widely acknowledged that demand on Queensland dietetics services is increasing; collaboration across sectors and innovative thinking are
essential in order for clinical dietetics to match increasing demand. Whilst these challenges are by no means new, the impact of a changing
workforce through the recent restructuring of public health nutrition services, and the continued uncertainty around the provision of some
services, has applied considerable pressure to the existent clinical dietetics workforce. Allied Health Professions Office Queensland (AHPOQ)
is committed to expanding the scope of practice for allied health professionals. The Ministerial Taskforce on Expanded Scope recognises if
allied health professionals, dietetics included, work to full scope and utilises allied health support staff, then this paves the way for expanding
the scope of practice and adding high value services to meet Key Performance Indicators of HHS’s across the state.
Given this current climate, it is imperative that local dietetics services are able to determine clinical priorities and align these with the broader
priorities of their local health services, the state and the federal governments. This toolkit cannot displace local guidelines or prioritisation
procedures due to the differences that exist between services in their size and complexity. It should be utilised to inform the development and
review of these documents in order to ensure that dietetics services provided across the state are evidence-based, safe, equitable and provide
a high value to the HHS. It should be used as a tool to assess your local service, and/or models of care against the evidence to enable a
realignment of resources from low value priority areas (disinvestment), to high value priority areas. (reinvestment). For additional evidencebased recommendations, dietitians are encouraged to consult practice-based evidence in nutrition at www.pennutrition.com
This toolkit is broken up into areas that represent clinical dietitians’ core business, listed out in alphabetical order. The intent is that it contains
useful information for dietitians working across the continuum of care; however, some evidence areas may have a larger focus on interventions
designed for the acute care setting than others. It is recommended that FEEDS be used in conjunction with a Dietitian and/or the Dietitian
Nutritionist Strategic Coalition (DNSC) in determining opportunities, resource advocacy, and service delivery for the nutritional management of
clinical conditions, across all areas of practice. This should not be limited to the areas included in this version of the FEEDS Toolkit.
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To enable quick referencing, evidence areas have been sub-divided – where relevant – with use of blue rows to communicate evidence that
relates to a particular condition or intervention type; paediatrics is identifiable through use of a pink row. Within each evidence area, common
interventions requiring the attention of a dietitian have been prioritised in accordance with a three-tranche scale; where high priorities have a
red banner, medium priorities have an orange banner, and low priorities have a green banner. Some interventions require an organisational
approach; these are distinguished with use of a purple banner. Given the differences that are likely to exist between services and their available
resources, a timeframe for response to referral has not been included.
Below is an example of how the evidence areas are set-up:
Why – reason for dietetic intervention How
Description of Condition or Intervention Type

HIGH PRIORITY
The “Why” section describes the requirement
for dietitian involvement. At times this may
describe other activities that impact on
clinical dietetics, but do not directly require a
dietitian to initiate or complete the activity
(e.g. malnutrition screening)
MEDIUM PRIORITY

Describes how the
intervention should be
conducted
In some areas, this may
also specify instructions
or considerations for
intervention
E.g. Individual patient
consults

LOW PRIORITY
HIGH PRIORITY AT AN ORGANISATIONAL LEVEL

Who

Where

Frequency for
intervention

Nominates
individuals
responsible for
completing
interventions

Describes the
setting in which
interventions
can safely occur

Determines
how often the
intervention
should be
conducted

E.g. Dietitian

E.g.
Throughout
continuum of
care e.g. home,
hospital,
subacute

E.g. As
clinically
indicated

Comments/
Evidence
References
that should
consulted for
further
information
or support in
delivering
intervention.

Paediatrics

The paediatric elements within each chapter have not been categorised in priority level. Instead, please refer to the prioritisation guideline (appendix three
(3))
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List of Abbreviations
AHA
Allied Health Assistant

EN / EEN
Enteral Nutrition / Exclusive Enteral Nutrition

PERT
Pancreatic Enzyme Replacement Therapy

APD
Accredited Practising Dietitian

HPHE
High Protein, High Energy (Diet)

BGL
Blood Glucose Level

IDNT
International Dietetics & Nutrition Terminology

PG-SGA
Patient-Generated Subjective Global
Assessment

BMI
Body Mass Index

MDT
Multidisciplinary Team

BMR
Basal Metabolic Rate

MJ / kJ
Mega-Joule / kilo-Joule

CDE
Credentialed Diabetes Educator

MNT
Medical Nutrition Therapy

CHO
Carbohydrate

MST
Malnutrition Screening Tool

CKD
Chronic Kidney Disease

NGT
Nasogastric Tube

CVD
Cardiovascular Disease

NRV
Nutrient Reference Values

PICU
Paediatric Intensive Care Unit
PN / TPN
Parenteral Nutrition / Total Parenteral Nutrition
Pt
Patient
QOL
Quality of Life
SGA
Subjective Global Assessment
T1DM
Type I Diabetes Mellitus
T2DM
Type 2 Diabetes Mellitus
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Document Revision History
Version Created/Modified
No.
by
FEEDS Toolkit
3.0
Rhiannon Barnes
Anna Edwards
2.0
Rhiannon Barnes
Emily Molyneux
Melinda Booker
2.0
Rhiannon Barnes

Date

Content/Amendments details

Approved by

03/04/2020

External review and template editing to FEEDS Version 3.0

Rhiannon Barnes

05/07/2016

Reformatting the FEEDS Toolkit into separate evidence areas using Queensland
Health approved font in preparation for publishing to NEMO

FEEDS Implementation
Steering Group

21/06/2017

Rebranding of the FEEDS Toolkit to the ‘purple’ watercolour template

2.0

Rhiannon Barnes

07/06/2017

2.0

Rhiannon Barnes

15/03/2017

Development and inclusion of Creative Commons section on page 2 of the FEEDS
Toolkit
Changed evidence area title from Cardiology to Cardiovascular Disease to align
with Nutrition Education Materials Online terminology
Changed evidence area title from Oncology to Cancer Services to align with
Nutrition Education Materials Online terminology
Updated chapter areas based on feedback from FEEDS Implementation Steering
Group Members
Updates to contributors across all FEEDS chapter areas
Updates to content across most evidence areas#
Update to ‘Introduction Evidence Areas’
Added new FEEDS Sub-Acute Evidence Area developed by Jillian Ross, Zoe
Walsh and the Metro North Dietetic CISS team
Updates to the ‘Introduction Evidence Areas’ to include a statement on directing
dietitians to PEN for additional evidence areas

FEEDS Implementation
Steering Group
FEEDS Implementation
Steering Group
Jan Hill

2.0

Rhiannon Barnes

21/02/2017

2.0

Rhiannon Barnes

22/02/2017

2.0

Rhiannon Barnes

22/02/2017

Diabetes
1.1
Lindsey Johnson
Malnutrition
0.1
Lindsey Johnson
Oncology
0.1
Lindsey Johnson
Renal
0.1
Lindsey Johnson
Respiratory Disease
0.1
Lindsey Johnson

Teresa Brown
FEEDS Implementation
Steering Group
FEEDS Implementation
Steering Group
FEEDS Implementation
Steering Group
FEEDS Implementation
Steering Group

06/05/2015

Updates to contributors and modifications to include accepted terminologies

Jacqueline Cotungo

03/03/2015

Malnutrition in the Frail Elderly revised and changed to Malnutrition with some
associated content changes

Jan Hill

04/03/2015

Amendment to listed references

Melina de Corte

06/03/2015

Formatting updated and minor content changes to Renal

Kylie Boyce & Simone
McCoy

04/03/2015

Phrasing within Respiratory Disease changed in order to improve accuracy

Jenna Stonestreet

# the details on content changes/additions between FEEDS Toolkit version 1.2 and version 2.0 can be found in appendix 1 with names of the evidence area review team members
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Evidence Area: Cancer Care
V3.0 Contributors: Teresa Brown (Approved Adults) & Michelle Fuery (Approved Paediatrics). Following sections were completed by the
following dietitians:
Paediatrics: Jessica Freese, Sarah Kane, Melinda Ziemann
Radiotherapy: Georgia Brett, Louise Cooney, Renee Curran
Chemotherapy: Shani Drake, Cassie Hoole, Deborah Kiefer, Harriet Adsett, Elise Treleaven, Lynette De Groot
Palliative Care/Survivorship: Kara Cronin, Yolanda Jensen, Sarah Deacon, Jo Hiatt, Elyssa Hughes, Shonnel Rothery,
Haematology/Bone marrow transplantation: Rebecca Fichera, Mattea Burello, Claire Blake
Surgery: Ally Di Bella, Sarah Gillbard, Kim Hiscocks, Emily Arthur, Ashley Webb, Elissa Pacheco
V2.0 Contributors: Barbara van der Meij, Claire Blake, Teresa Brown, Judy Bauer, Hannah Roberton, Sarah Kane
V1.2 Contributors: Melina De Corte, Sarah Deacon, Cara Johnstone, Amanda Lowe, Sarah Gillbard, Katie Williams, Tammy Tong, Kara
Cronin, Anna Majchrzak
Dietary management is a key component of multidisciplinary patient care. Oncology Dietitians assess nutritional needs and assist patients to optimise
their nutritional status and manage their health condition, and potential side effects using food as part of patient therapy. Patients who maintain a good
nutritional status can have a better quality of life, and a higher tolerance to cancer treatments.
The prevalence of malnutrition in this patient population is high and people with cancer can experience significant nutrition impact symptoms related to
either side effects of cancer treatments or the cancer itself. This can cause difficulties achieving adequate nutrition intake.
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Why – reason for dietetic intervention

How

Who

Where

Frequency for
intervention

Comments/ Evidence

Dietitian with
experience in
bone marrow
transplant

Inpatient or
ambulatory
care
settings

Allogenic
transplant
patients seen
prior to
transplant as
an out-patient

1. August DA, Huhmann MB;
American Society for
Parenteral and Enteral
Nutrition (A.S.P.E.N.) Board
of Directors. A.S.P.E.N.
clinical guidelines: nutrition
support therapy during adult
anticancer treatment and in
hematopoietic cell
transplantation. JPEN J
Parenter Enteral Nutr.
2009;33(5):472–500. Abstract
available from:
https://doi.org/10.1177/01486
07109341804

HAEMATOLOGY – ONCOLOGY & STEM CELL TRANSPLANTATION
Rationale
All patients undergoing haematopoietic
stem cell transplantation (HSCT) with
myeloablative conditioning are at nutrition
risk and should undergo nutrition screening
to identify those who require formal nutrition
assessment with development of a nutrition
care plan (Grade D)1

Individual patient
consults

Blanket
referral for
stem cell
transplantation
inpatients,
seen at least
weekly during
admission

During treatment
During intensive chemotherapy and after
stem cell transplantation we recommend
maintaining physical activity and to ensure
an adequate nutritional intake. This may
require EN and/or PN nutrition.2
Post Treatment
Alterations in nutrition status persist long
after transplantation, with as many as 50%
of patients not returning to pretransplantation weight at one year.1

Individual patient
consults

Dietitian with
experience in
bone marrow
transplant
workload

Inpatient or
ambulatory
care
settings

Blanket
referral for gut
graft vs host
disease
patients

2. Arends J, Bachmann P,
Baracos V, et al. ESPEN
guidelines on nutrition in
cancer patients. Clin Nutr.
2017;36(1):11–48. Availble
from:
https://www.clinicalnutritionjo
urnal.com/article/S02615614(16)30181-9/fulltext
3. Sonbol MB, Firwana B, Diab
M, Zarzour A, Witzig TE. The
Effect of a Neutropenic Diet
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Patients should receive dietary counselling
on foods which may pose infection risk and
safe food handling (Grade C)1,3

Individual patient
consults for food
safety education

Malnourished
patients or
those with
poor intake
require followup as clinically
indicated

Dietitian/
nurse/ written
information

on Infection and Mortality
Rates in Cancer Patients: A
Meta-Analysis. Nutr Cancer.
2015;67(8):1230–1238.
Abstract available from:
https://pubmed.ncbi.nlm.nih.g
ov/26400721/

One occasion
of service
SURGERY
Rationale
There is a clear correlation between degree
of malnutrition and increased risk of perioperative complications in cancer patients
undergoing surgery.1,2

Pre-operative
malnutrition
screening is
recommended to
identify patients at
risk of malnutrition.
Patients at risk of
malnutrition should
be referred to
Dietitian for
nutrition
assessment

MDT with
Dietitian
consultant

Throughout
continuum
of care e.g.
home,
hospital,
subacute

As clinically
indicated

1. Huhmann MB, August DA.
Nutrition support in surgical
oncology. Nutr Clin Pract.
2009;24(4):520–526. Abstract
available from:
https://pubmed.ncbi.nlm.nih.g
ov/19605805/
2. Head and Neck Guideline
Steering Committee.
Evidence-based practice
guidelines for the nutritional
management of adult patients
with head and neck cancer.
Sydney: Cancer Council
Australia. Available from:
http://wiki.cancer.org.au/austr
alia/COSA:Head_and_neck_c
ancer_nutrition_guidelines
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Pre-surgery
For all oncology patients undergoing either
curative or palliative surgery the Dietitian
should recommend management within an
enhanced recovery after surgery (ERAS)
program.
Within this program every patient should be
screened for malnutrition and if deemed at
risk, given additional nutritional support.1,2

Evaluation of a
variety of nutrition
parameters to
predict risk of
surgical
complications
• Weight-loss
• Serum protein
levels
• Anthropometry
• immune
system
function

MDT with
Dietitian
consultant

For a patient undergoing repeated surgery
as part of a multimodal oncological
pathway, we recommend management of
each surgical episode within an ERAS
program.1

Requirement for
pre-operative
supplementation
based on
malnutrition
risk/presence, or
following objective
nutrition
assessment

Dietitian

In upper GI cancer patients undergoing
surgical resection in the context of
traditional perioperative care we
recommend oral/enteral immunonutrition.1

Various
supplementation
options exist
including TPN in
obstructed
patients, oral
nutrition support
with or without
immunonutritio

Dietitian with
experience in
gastroenterol
ogy

Inpatient or
ambulatory
care
settings

As clinically
indicated

Inpatient or
ambulatory
care
settings

As clinically
indicated

Throughout
continuum
of care
dependent
on patient
status

As clinically
indicated

1. Arends J, Bachmann P,
Baracos V, et al. ESPEN
guidelines on nutrition in
cancer patients. Clin Nutr.
2017;36(1):11–48. Availble
from:
https://www.clinicalnutritionjo
urnal.com/article/S02615614(16)30181-9/fulltext
2. Huhmann MB, August DA.
Nutrition support in surgical
oncology. Nutr Clin Pract.
2009;24(4):520–526. Abstract
available from:
https://pubmed.ncbi.nlm.nih.g
ov/19605805/
3. Head and Neck Guideline
Steering Committee.
Evidence-based practice
guidelines for the nutritional
management of adult patients
with head and neck cancer.
Sydney: Cancer Council
Australia. Available from:
http://wiki.cancer.org.au/austr
alia/COSA:Head_and_neck_c
ancer_nutrition_guidelines
4. Talwar B, Donnelly R, Skelly
R, Donaldson M. Nutritional
management in head and
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CONSIDERATIONS FOR SPECIFIC
TUMOUR GROUPS
Head and Neck Cancer
Pre-operative nutrition intervention in
malnourished patients may lead to
improved outcomes such as quality of life
and reduced adverse related consequences
of malnutrition.3
Patients with severe nutritional risk should
receive nutrition support for 10-14 days
prior to major survery.4
Early enteral access in high-risk patients
may prevent postoperative complications
such as post-operative fistula formation and
improve outcomes: the need for NGT or
gastrostomy feeding depends on factors
such as preoperative irradiation, tumour
stage, surgery type and diet consistency
scores.5,6
Immunonutrition may reduce the risk of
postoperative fistula formation; however, at
present there is no evidence of an effect of
immunonutrition when compared with
standard feed for any other outcomes (I.e.
wound infection, mortality).7
Pancreatic Cancer
Routine use of preoperative artiﬁcial
nutrition is not warranted, but signiﬁcantly
malnourished patients should have their
nutritional status optimized with the use of
oral nutrition supplements or EN
preoperatively.8

Individual patient
consults,
both pre- &
postoperatively

Dietitian with
experience in
the nutritional
care of that
particular
tumour group

Throughout
continuum
of care
dependent
on patient
status

As clinically
indicated

neck cancer: United Kingdom
National Multidisciplinary
Guidelines. J Laryngol Otol.
2016;130(S2):S32–S40.
Abstract available from:
https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4873913/
5. Jack DR, Dawson FR, Reilly
JE, Shoaib T. Guideline for
prophylactic feeding tube
insertion in patients
undergoing resection of head
and neck cancers. J Plast
Reconstr Aesthet Surg.
2012;65(5):610–615. Abstract
available from:
http://www.sciencedirect.com/
science/article/pii/S17486815
11006358
6. Mays AC, Moustafa F, Worley
M, Waltonen JD, D'Agostino
R Jr. A model for predicting
gastrostomy tube placement
in patients undergoing
surgery for upper
aerodigestive tract lesions.
JAMA Otolaryngol Head Neck
Surg. 2014;140(12):1198–
1206. Abstract available from:
https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4321944/
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Routine preoperative immunonutrition
(protein 1.5g/kg body weight) was not
shown to lead to clinically relevant
improvements in any outcomes for patients
with planned pancreatic surgery, when
compared to a standard diet.9
Colon Cancer
Patients should be screened for nutritional
status and if at risk of under-nutrition given
active nutritional support.10

7. Howes N, Atkinson C,
Thomas S, Lewis SJ.
Immunonutrition for patients
undergoing surgery for head
and neck cancer. Cochrane
Database Syst Rev.
2018;8(8):CD010954.
Published 2018 Aug 30.
Available from:
https://www.ncbi.nlm.nih.gov/
pubmed/30160300
8. Lassen K, Coolsen MM, Slim
K, et al. Guidelines for
perioperative care for
pancreaticoduodenectomy:
Enhanced Recovery After
Surgery (ERAS®) Society
recommendations. Clin Nutr.
2012;31(6):817–830. Abstract
available from:
https://pubmed.ncbi.nlm.nih.g
ov/23079762/
9. Gade J, Levring T, Hillingsø
J, Hansen CP, Andersen JR.
The Effect of Preoperative
Oral Immunonutrition on
Complications and Length of
Hospital Stay After Elective
Surgery for Pancreatic
Cancer-A Randomized
Controlled Trial. Nutr Cancer.
2016;68(2):225–233. Abstract
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available from:
https://pubmed.ncbi.nlm.nih.g
ov/26943500/
10. Gustafsson UO, Scott MJ,
Schwenk W, et al. Guidelines
for perioperative care in
elective colonic surgery:
Enhanced Recovery After
Surgery (ERAS(®)) Society
recommendations. World J
Surg. 2013;37(2):259–284.
Abstract available from:
https://pubmed.ncbi.nlm.nih.g
ov/23052794/
Post-surgery
In surgical cancer patients at risk of
malnutrition or who are already
malnourished, we recommend appropriate
nutritional support both during
hospitalisation and following discharge from
hospital.1
Management of oncology patients under the
ERAS program should continue postsurgery. Within this program every patient
should be screened for malnutrition and if
deemed at risk, given additional nutritional
support. An oral diet should be started as
soon as safe to do so post-surger.1,2

In general, oral
feeding is
recommended to
commence on day
one post-surgery
EN is preferred
over PN if artificial
nutrition is required

Dietitian

Throughout
continuum
of care e.g.
home,
hospital,
subacute

As soon as
practical
following
surgery, then
as per clinical
judgement &
feeding route /
progression
Ongoing
nutrition
assessment &
intervention for
>3 months

1. Arends J, Bachmann P,
Baracos V, et al. ESPEN
guidelines on nutrition in
cancer patients. Clin Nutr.
2017;36(1):11–48. Availble
from:
https://www.clinicalnutritionjo
urnal.com/article/S02615614(16)30181-9/fulltext
2. Weimann A, Braga M,
Harsanyi L, et al. ESPEN
Guidelines on Enteral
Nutrition: Surgery including
organ transplantation. Clin
Nutr. 2006;25(2):224–244.
Abstract available from:
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CONSIDERATIONS FOR SPECIFIC
TUMOUR GROUPS
Head and Neck cancer
Post-operative tube feeding should
commence within 24 hours in patients for
whom oral feeding cannot be established,
with individual consideration given to
patients depending on surgical procedures
in collaboration with the multidisciplinary
team.3,4
Early oral feeding post-primary total
laryngectomy (from as early as one day
post op to 7 days) should be considered to
reduce length of stay, as research has
demonstrated no difference in fistula
formation rates when compared to delayed
oral feeding (i.e. >7 days).3
Oesophageal cancer
Evidence-based interventions to support
long-term dietary alterations and restrictions
following upper gastrointestinal surgery are
lacking, despite evidence confirming its
impact on morbidity and mortality. Nutrition
interventions are required to support dietary
adjustments, prevent malnutrition and
excessive weight loss, and enhance
HRQOL following surgery for upper
gastrointestinal cancers.5
Immunonutrition does not result in reduction
of postoperative complications in
gastroesophageal surgery.5

http://www.sciencedirect.com/
science/article/pii/S02615614
06000355
3. Head and Neck Guideline
Steering Committee.
Evidence-based practice
guidelines for the nutritional
management of adult patients
with head and neck cancer.
Sydney: Cancer Council
Australia. Available from:
http://wiki.cancer.org.au/austr
alia/COSA:Head_and_neck_c
ancer_nutrition_guidelines
4. Talwar B, Donnelly R, Skelly
R, Donaldson M. Nutritional
management in head and
neck cancer: United Kingdom
National Multidisciplinary
Guidelines. J Laryngol Otol.
2016;130(S2):S32–S40.
Abstract available from:
https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4873913/
5. Reim D, Friess H. Feeding
Challenges in Patients with
Esophageal and
Gastroesophageal Cancers.
Gastrointest Tumors.
2016;2(4):166–177. Abstract
available from:
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Pancreatic Cancer
Patients should be encouraged to consume
a normal diet after surgery without
restrictions, unless otherwise tolerated.
Patients should be cautioned to begin oral
intake carefully, and increase intake
according to tolerance over a period of
three-four days. Enteral tube feeding should
be given only on speciﬁc indications and PN
should not be used routinely.6,7
A Whipple’s Procedure (i.e.
pancreaticoduodenectomy) carries an
inherent nutrition risk due to the high
frequency of acute and chronic symptoms
seen in patients. Symptoms may also be
present prior to surgery, depending on the
underlying disease and/or indication for
surgery. Common risk factors requiring
dietetic intervention include:
• Gastroparesis
• Dumping syndrome
• Steatorrhea requiring pancreatic enzyme
replacement therapy (PERT).9,10
Rectal/Pelvic Cancer
An oral ad-libitum diet is recommended four
hours post-rectal surgery. In addition to
normal food intake, patients should be
offered oral nutrition supplements to
maintain adequate energy and protein
intake.11

https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4924457/
6. Lassen K, Coolsen MM, Slim
K, et al. Guidelines for
perioperative care for
pancreaticoduodenectomy:
Enhanced Recovery After
Surgery (ERAS®) Society
recommendations. Clin Nutr.
2012;31(6):817–830. Abstract
available from:
https://pubmed.ncbi.nlm.nih.g
ov/23079762/
7. O'Reilly D, Fou L, Hasler E, et
al. Diagnosis and
management of pancreatic
cancer in adults: A summary
of guidelines from the UK
National Institute for Health
and Care Excellence.
Pancreatology.
2018;18(8):962–970. Abstract
available from:
www.ncbi.nlm.nih.gov/pubme
d/30292643
8. Perinel J, Mariette C, Dousset
B, et al. Early Enteral Versus
Total Parenteral Nutrition in
Patients Undergoing
Pancreaticoduodenectomy: A
Randomized Multicenter
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Colon Cancer
Postoperatively patients should be
encouraged to take normal food as soon as
lucid after surgery. Oral nutrition
supplements may be used to supplement
oral intake.12

Controlled Trial (Nutri-DPC).
Ann Surg. 2016;264(5):731–
737. Abstract available from:
https://www.ncbi.nlm.nih.gov/
pubmed/27429039
9. http://www.pancan.org/sectio
n-facingpancreaticcancer/learn-about-pancancer/dietand-nutrition/aftera-whipple-procedure/
10. C. Parrish et al 2012, “Post
Whipples: A Practical
Approach to Nutrition
Management” Nutrition issues
in Gastroenterology, Series
#108. Available from:
https://pdfs.semanticscholar.o
rg/fd08/5ed9ed042d98300e6
b018c6851cf1c1057c0.pdf?_
ga=2.31824062.1436891692.
15848267521039760733.1584826752
11. Nygren J, Thacker J, Carli F,
et al. Guidelines for
perioperative care in elective
rectal/pelvic surgery:
Enhanced Recovery After
Surgery (ERAS®) Society
recommendations. Clin Nutr.
2012;31(6):801–816. Abstract
available from:
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https://pubmed.ncbi.nlm.nih.g
ov/23062720/
12. Gustafsson UO, Scott MJ,
Schwenk W, et al. Guidelines
for perioperative care in
elective colonic surgery:
Enhanced Recovery After
Surgery (ERAS(®)) Society
recommendations. World J
Surg. 2013;37(2):259–284.
Abstract avaible from:
https://link.springer.com/articl
e/10.1007%2Fs00268-0121772-0
RADIATION ONCOLOGY
Rationale
Malnutrition in patients undergoing radiation
therapy can have a significant adverse
impact on clinical, cost and patient-centred
outcomes such as toxicities, treatment
interruptions, length of stay, quality of life
and survival.1,2

Individual patient
consults

Dietitian and
Speech
Pathologist

Inpatient or
ambulatory
care
settings

As soon as
practical
following
diagnosis, with
reviews as
clinically
indicated

1. Isenring E, Zabel R, Bannister
M, et al. Updated evidencebased practice guidelines for
the nutritional management of
patients receiving radiation
therapy and/or chemotherapy.
Nutrition & Dietetics.
2013;70:312-324. Abstract
available from:
http://onlinelibrary.wiley.com/d
oi/10.1111/17470080.12013/epdf
2. Head and Neck Guideline
Steering Committee.
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Evidence-based practice
guidelines for the nutritional
management of adult patients
with head and neck cancer.
Sydney: Cancer Council
Australia. Available from:
https://wiki.cancer.org.au/aust
ralia/COSA:Head_and_neck_
cancer_nutrition_guidelines
Pre-treatment
Head & Neck cancer
Malnutrition screening should be
undertaken on all patients at diagnosis to
identify those at nutritional risk, and
repeated at intervals across all treatment
phases (e.g. surgery,
radiotherapy/chemotherapy, and post
treatment). If identified at high malnutrition
risk, a patient should be referred to the
dietitian for early intervention.1
Patients who are not malnourished at
baseline but are identified as having a
future high nutritional risk, should be
referred to the dietitian prior to the
commencement of treatment for
assessment and for consideration of
appropriate nutrition support.1
Prophylactic tube feeding, when compared
to oral intake alone or intervention tube
feeding, demonstrates improved nutrition
outcomes and less weight-loss. 1,2

Use of a validated
screening tool (e.g.
MST)

Health
professionals

Inpatient or
ambulatory
care
settings

All patients on
commenceme
nt of radiation
therapy

1. Head and Neck Guideline
Steering Committee.
Evidence-based practice
guidelines for the nutritional
management of adult patients
with head and neck cancer.
Sydney: Cancer Council
Australia. Available from:
https://wiki.cancer.org.au/aust
ralia/COSA:Head_and_neck_
cancer_nutrition_guidelines
2. Isenring E, Zabel R, Bannister
M, et al. Updated evidencebased practice guidelines for
the nutritional management of
patients receiving radiation
therapy and/or chemotherapy.
Nutrition & Dietetics.
2013;70:312-324. Abstract
available from:
http://onlinelibrary.wiley.com/d
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oi/10.1111/17470080.12013/epdf
During Treatment
Regular nutrition screening, using validated
tools, should be undertaken to identify
patients at nutritional risk.1,2
We recommend that during radiotherapy with special attention to radiotherapy of the
head and neck, thorax and gastrointestinal
tract - an adequate nutritional intake should
be ensured primarily by individualized
nutritional counselling and/or with use of
oral nutritional supplements, in order to
avoid nutritional deterioration, maintain
nutritional intake and avoid radiotherapy
interruptions.1,2,3
Validated nutrition assessment tools should
be used to assess nutritional status in
patients undergoing radiotherapy.2
Nutrition intervention (dietary counselling
+/or oral nutrition supplements) improves
energy and protein intake and nutritional
status when compared to no intervention.2
Dietary Counselling involving psychological
techniques (such as cognitive behavioural
therapy and motivational interviewing)
designed specifically for patients receiving
radiotherapy to the head and neck area,
and/or oral nutrition supplements are

Individual patient
consults

Use of a validated
nutrition
assessment tool
(e.g. PG-SGA)

Dietitian

Inpatient or
ambulatory
care
settings

Prior to
commenceme
nt of radiation
& then weekly
during
radiation

1.

Head and Neck Guideline
Steering Committee.
Evidence-based practice
guidelines for the nutritional
management of adult patients
with head and neck cancer.
Sydney: Cancer Council
Australia. Available from:
https://wiki.cancer.org.au/austr
alia/COSA:Head_and_neck_c
ancer_nutrition_guidelines

2. Isenring E, Zabel R, Bannister
M, et al. Updated evidencebased practice guidelines for
the nutritional management of
patients receiving radiation
therapy and/or chemotherapy.
Nutrition & Dietetics.
2013;70:312-324. Abstract
available from:
http://onlinelibrary.wiley.com/d
oi/10.1111/17470080.12013/epdf
3. Arends J, Bachmann P,
Baracos V, et al. ESPEN
guidelines on nutrition in
cancer patients. Clin Nutr.
2017;36(1):11–48. Availble
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effective methods of nutrition intervention
and improves outcomes in patients.2,4

from:
https://www.clinicalnutritionjou
rnal.com/article/S02615614(16)30181-9/fulltext

CONSIDERATIONS FOR SPECIFIC
TUMOUR GROUPS

4. Britton B, McCarter K, Baker
A, et al. Eating As Treatment
(EAT) study protocol: a
stepped-wedge, randomised
controlled trial of a health
behaviour change intervention
provided by dietitians to
improve nutrition in patients
with head and neck cancer
undergoing radiotherapy. BMJ
Open. 2015;5(7):e008921.
Abstract available from:
https://pubmed.ncbi.nlm.nih.g
ov/26231757/

Head and Neck cancer
All patients receiving radiotherapy to the
head and neck region should be referred to
the dietitian for nutrition a comprehensive
nutrition assessment. 1,2
Gastrointestinal Tract cancer
All patients receiving radiation therapy to
the gastrointestinal tract should be referred
for nutrition assessment.2

Post Treatment
Patients requiring alternative feeding during
radiation therapy benefit from nutrition
follow-up post treatment to encourage oral
rehabilitation, prevention of tube
dependency and management of late side
effects impacting on nutritional status.1
Nutrition follow-up is recommended postradiation in order to monitor for any weight
loss and/or chronic iatrogenic toxicities.1, 2

Individual patient
counselling &
intervention

Dietitian

Inpatient or
ambulatory
care
settings

Minimum of
fortnightly for
the first six
weeks
following
treatment
As clinically
indicated
thereafter up
to six months
post treatment

1.

Isenring E, Zabel R,
Bannister M, et al. Updated
evidence-based practice
guidelines for the nutritional
management of patients
receiving radiation therapy
and/or chemotherapy.
Nutrition & Dietetics.
2013;70:312-324. Abstract
available from:
http://onlinelibrary.wiley.com/
doi/10.1111/17470080.12013/epdf
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2.

Head and Neck Guideline
Steering Committee.
Evidence-based practice
guidelines for the nutritional
management of adult
patients with head and neck
cancer. Sydney: Cancer
Council Australia. Available
from:
https://wiki.cancer.org.au/aus
tralia/COSA:Head_and_neck
_cancer_nutrition_guidelines

1.

Isenring E, Zabel R,
Bannister M, et al. Updated
evidence-based practice
guidelines for the nutritional
management of patients
receiving radiation therapy
and/or chemotherapy.
Nutrition & Dietetics.
2013;70:312-324. Abstract
available from:
http://onlinelibrary.wiley.com
/doi/10.1111/17470080.12013/epdf

CHEMOTHERAPY
Rationale
Malnutrition in patients undergoing
chemotherapy can have a significant
adverse impact on clinical, cost and patientcentred outcomes such as toxicities,
treatment interruptions, length of stay,
quality of life and survival.1

Pre-treatment
Nutrition screening processes should be
implemented for all patients undergoing
chemotherapy, with all patients considered

Use of a validated
screening tool (e.g.
MST)

Health
professionals

Inpatient or
ambulatory

Screened at
diagnosis,
then regularly

1. Isenring E, Cross G, Daniels L,
Kellett E, Koczwara B. Validity
of the malnutrition screening
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to be at risk of malnutrition referred to the
Dietitian.1

During Treatment
Nutritional intervention should be provided
to all cancer patients who are malnourished
or who are at risk of malnutrition. For
patients undergoing chemotherapy, nutrition
intervention (dietary counselling and/or oral
nutrition supplements) has been shown to
be effective in improving nutritional intake
and weight, but has not been shown to
improve patient-centered outcomes or
mortality.1

Patient led
screening
using the
MST has also
been shown
to be reliable
in this
setting.2

Individual patient
consults

Dietitian

care
settings

Inpatient or
ambulatory
care
settings

throughout
chemotherapy
(e.g. each time
a patient
presents to an
out-patient
clinic; or
presents for
each
chemotherapy
cycle)

As clinically
indicated

tool as an effective predictor of
nutritional risk in oncology
outpatients receiving
chemotherapy. Support Care
Cancer. 2006;14(11):1152–
1156. Abstract available from:
https://pubmed.ncbi.nlm.nih.go
v/16622648/
2. Di Bella A, Blake C, Young A,
Pelecanos A, Brown T.
Reliability of Patient-Led
Screening with the
Malnutrition Screening Tool:
Agreement between Patient
and Health Care Professional
Scores in the Cancer Care
Ambulatory Setting. J Acad
Nutr Diet. 2018;118(6):1065–
1071. Abstract available from:
https://pubmed.ncbi.nlm.nih.g
ov/29398570/
1.

Isenring E, Zabel R,
Bannister M, et al. Updated
evidence-based practice
guidelines for the nutritional
management of patients
receiving radiation therapy
and/or chemotherapy.
Nutrition & Dietetics.
2013;70:312-324. Abstract
available from:
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Nutrition intervention should be
implemented in a stepwise fashion,
whereby if oral intake decreases and
remains inadequate despite nutritional
interventions (counselling and/or oral
nutrition supplements), EN should then be
recommended to help meet nutritional
requirements.2, 3, 4
If patients who are malnourished/anticipated
to undergo a period of fasting greater than
one week, and for whom EN is
contraindicated, PN is recommended.1, 2
Nutrition information needs of patients
undergoing chemotherapy are high.
Patients need to be made aware of credible
resources and provided with education and
written resources as required.1,4

http://onlinelibrary.wiley.com/
doi/10.1111/17470080.12013/epdf
1. Bozzetti F, Arends J,
Lundholm K, et al. ESPEN
Guidelines on Parenteral
Nutrition: non-surgical
oncology. Clin Nutr.
2009;28(4):445–454. Abstract
available from:
https://pubmed.ncbi.nlm.nih.g
ov/19477052/
2. Arends J, Bodoky G, Bozzetti
F, et al. ESPEN Guidelines
on Enteral Nutrition: Nonsurgical oncology. Clin Nutr.
2006;25(2):245–259.
Available from:
https://www.clinicalnutritionjo
urnal.com/article/S02615614(06)00040-9/fulltext
3. Arends J, Bachmann P,
Baracos V, et al. ESPEN
guidelines on nutrition in
cancer patients. Clin Nutr.
2017;36(1):11–48. Abstract
available from:
https://pubmed.ncbi.nlm.nih.g
ov/27637832/
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4. Martins-Welch L D, Liberman

T, D’Olimpio J, Carney M.
Developing a supportive
oncology program in a cancer
institute: Needs assessment.
J Clin Oncol.
2016;34:26_suppl, 141-141
Abstract available from:
https://ascopubs.org/doi/abs/
10.1200/jco.2016.34.26_supp
l.141

PALLIATIVE CARE
Nutrition management goals should be
consistent with the palliative care goals. The
beneficial aspects of feeding should out way
the burdens and the patient’s informed
preferences for acceptable nutritional
support are of primary importance.1,2
The rationale for previous dietary
restrictions/therapeutic diets requires
ongoing reassessment, with restrictions to
be liberalised or minimised where possible.1
We recommend offering and implementing
nutrition interventions in patients with
advanced cancer only after considering
together with the patient the prognosis of
the malignant disease, with both the
expected benefit on quality of life and
potentially survival as well as the burden
associated with the specific form of care.1

Individual patient
consults to
manage immediate
symptomatic
problems; longterm complications
are not of concern
Organisational
approach to
ensure nutrition
care is viewed as a
priority

MDT in
contact with
patient &
family.
Including
Dietitian &
nursing staff

Throughout
the
continuum
of care e.g.
home,
hospital,
subacute

As clinically
indicated

1.

Arends J, Bachmann P,
Baracos V, et al. ESPEN
guidelines on nutrition in
cancer patients. Clin Nutr.
2017;36(1):11–48. Abstract
available from:
https://pubmed.ncbi.nlm.nih.g
ov/27637832/

2.

Druml C, Ballmer PE, Druml
W, et al. ESPEN guideline on
ethical aspects of artificial
nutrition and hydration. Clin
Nutr. 2016;35(3):545–556.
Abstract available from:
https://www.ncbi.nlm.nih.gov/
pubmed/26923519

3.

Head and Neck Guideline
Steering Committee.
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In dying patients, we recommend that
treatment be based on comfort. Artificial
hydration and nutrition are unlikely to
provide any benefit for most patients.
However, in a patient with an acute
confused state, we suggest the use of a
short and limited hydration to rule out
dehydration as precipitating cause.3
CONSIDERATIONS FOR SPECIFIC
TUMOUR GROUPS
Head and Neck cancer
The dietitian is an important member of the
palliative care team, due to the high
incidence of weight-loss, dysphagia and
tube feeding seen in this patient population.
It is recommended that the dietitian liaise
with the treating speech pathologist for the
expected nature of any dysphagia present
and likely progression, in order to
appropriately determine the level of nutrition
intervention required.4

Evidence-based practice
guidelines for the nutritional
management of adult patients
with head and neck cancer.
Sydney: Cancer Council
Australia. Available from:
https://wiki.cancer.org.au/aust
ralia/COSA:Head_and_neck_
cancer_nutrition_guidelines

The goals and outcomes of nutrition
intervention will be dependent on the
prognosis of the patient. For patients with
end-stage disease the desired outcome is
to maximise patient comfort and quality of
life. The dietitian should actively liaise with
the patient, family and/or carers and the
palliative care team to ensure the
appropriate level of intervention is
provided.4
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SURVIVORSHIP PHASE (POST-TREATMENT)
It is recommend that cancer survivors
engage in regular physical activity posttreatment.1,2 Physical activity has been
shown to positively impact on the quality of
life of cancer survivors, regardless of
diagnosis. Physical activity has been
shown to improve quality of life across four
dimensions: physical, psychological, social
and spiritual.3
In cancer survivors it is recommended to
maintain a healthy weight (BMI 18.5-25
kg/m2) and to maintain a healthy lifestyle,
which includes being physically active and
eating a diet based primarily on vegetables,
fruits and whole grains and low in saturated
fat, red meat and alcohol.1,2
Limited evidence suggests that adherence
to a low-fat, high-quality diet (i.e. avoidance
of a Western diet) may be beneficial for
breast cancer survivors in terms of reducing
risk of recurrence and overall mortality.5
The use of dietary supplements is common
amongst cancer survivors. Studies suggest
supplement use is unlikely to improve
prognosis or overall survival and may
increase mortality.1

1.

Arends J, Bachmann P,
Baracos V, et al. ESPEN
guidelines on nutrition in
cancer patients. Clin Nutr.
2017;36(1):11–48. Abstract
available from:
https://pubmed.ncbi.nlm.nih.g
ov/27637832/

2.

Rock CL, Doyle C, DemarkWahnefried W, et al. Nutrition
and physical activity
guidelines for cancer
survivors [published
correction appears in CA
Cancer J Clin. 2013
May;63(3):215]. CA Cancer J
Clin. 2012;62(4):243–274.
Abstract available from:
https://pubmed.ncbi.nlm.nih.g
ov/22539238/

3.

Burke S, Wurz A, Bradshaw
A, Saunders S, West MA,
Brunet J. Physical Activity
and Quality of Life in Cancer
Survivors: A Meta-Synthesis
of Qualitative Research.
Cancers (Basel).
2017;9(5):53. Abstract
available from:
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CONSIDERATIONS FOR SPECIFIC
TUMOUR GROUPS
Breast cancer
It is feasible and safe to reach weight-loss
by behaviourally based weight loss
interventions in women following treatment
for breast cancer. The evidence of weightloss interventions on biomarkers and
patient-reported outcomes is inconsistent. 4
Limited evidence suggests that adherence
to a low-fat, high-quality diet (i.e. avoidance
of a Western diet) may be beneficial for
breast cancer survivors in terms of reducing
risk of recurrence and overall mortality.5

https://pubmed.ncbi.nlm.nih.g
ov/28531109/
4.

Reeves MM, Terranova CO,
Eakin EG, DemarkWahnefried W. Weight loss
intervention trials in women
with breast cancer: a
systematic review. Obes Rev.
2014;15(9):749–768.
https://pubmed.ncbi.nlm.nih.g
ov/24891269/

5.

Jochems SHJ, Van Osch
FHM, Bryan RT, et al. Impact
of dietary patterns and the
main food groups on mortality
and recurrence in cancer
survivors: a systematic review
of current epidemiological
literature. BMJ Open.
2018;8(2):e014530. Abstract
available from:
https://pubmed.ncbi.nlm.nih.g
ov/29459359/

6.

Crowder SL, Douglas KG,
Yanina Pepino M, Sarma KP,
Arthur AE. Nutrition impact
symptoms and associated
outcomes in postchemoradiotherapy head and
neck cancer survivors: a
systematic review. J Cancer

Head and Neck cancer
Nutrition impact symptoms are substantial
among head and neck cancer survivors
beyond the acute phase of cancer
treatment. Oncology clinicians should
continuously monitor and manage these
symptoms.6
Dietary advice should be adjusted towards
a cancer preventative diet, with physical
activity guidelines followed where
appropriate depending on patient’s disease
status and presence of late treatment side
effects.7
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Surviv. 2018;12(4):479–494.
Abstract available from:
https://pubmed.ncbi.nlm.nih.g
ov/29556926/
7.

Head and Neck Guideline
Steering Committee.
Evidence-based practice
guidelines for the nutritional
management of adult patients
with head and neck cancer.
Sydney: Cancer Council
Australia. Abstract available
from:
https://wiki.cancer.org.au/aust
ralia/COSA:Head_and_neck_
cancer_nutrition_guidelines

PAEDIATRICS
Rationale:
Paediatric cancer diagnosis often occurs at peak
times of physical growth and development (i.e.
early childhood and adolescents).
Paediatric oncology treatments are often longterm and result in many symptoms that impact on
nutritional intake.
Goals of nutrition intervention include:
• Prevention and reversal of malnutrition (on
diagnosis and throughout treatment)
• Meet the increased requirements placed upon
the body by oncology treatment

Individual patient
consults
Use of validated
paediatric
oncology
screening tool
(currently under
review, to be
finalised in 2019)
Utilise the
Prioritisation

Dietitian

Inpatient or
ambulatory
care
settings

Screening at
diagnosis,
followed by
intervention as
clinically
indicated

CHQ HHS Guideline: Nutritional
management of Bone Marrow
Transplant (BMT) Patients
https://qheps.health.qld.gov.au/__data/
assets/pdf_file/0029/729416/guide-nutman-bmt.pdf
CHQ HHS Guideline: Nutritional
management of Paediatric oncology
patients
https://qheps.health.qld.gov.au/__data/
assets/pdf_file/0024/746232/guide-nutman-paed-onc-pat.pdf
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•
•

Nutritional management of treatment-related
side effects
Maintain healthy growth and development

The use of supportive nutrition such as enteral or
parenteral nutrition is often indicated in these
patients.

Guidelines for
Nutrition
Management of
Paediatric
Inpatients

CHQ HHS Guideline: Nutritional
management of Oral Nutrition support
for Paediatric oncology patients
https://qheps.health.qldgov.au/__data/a
ssets/pdf_file/0029/749072/guide-nutman-oral-supp-pat.pdf
CHQ HHS Guideline: Nutritional
Screening of Paediatric oncology
patients (currently under review)
DNSC Paediatric Working Group:
Prioritisation Guidelines for nutrition
Management of Paediatric Inpatients
(2019)
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Appendix One: Summary of Edits
Summary of cancer care evidence chapter review edits from the update to volume 2.0
Changes to the FEEDS chapter as per the adult review teams

Added
Changed
Nil
Removed
Nil

Changes to the FEEDS chapter as per the paediatric review teams

Added
Changed
Links for guidelines have been updated.
CHQ HHS Guideline: Nutritional management of Bone Marrow Transplant
(BMT) Patients
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0029/729416/guide-nutman-bmt.pdf
CHQ HHS Guideline: Nutritional management of Paediatric oncology patients
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0024/746232/guide-nutman-paed-onc-pat.pdf
CHQ HHS Guideline: Nutritional management of Oral Nutrition support for
Paediatric oncology patients
https://qheps.health.qldgov.au/__data/assets/pdf_file/0029/749072/guide-nutman-oral-supp-pat.pdf

Screening tool currently under review
CHQ HHS Guideline: Nutritional Screening of Paediatric oncology patients
(currently under review, to be finalised in 2019)

Removed

Link removed: CHQ HHS Guideline: Nutritional Screening of Paediatric
oncology patients
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